A large and bulky growth of this region will not onlv prevent accurate examination of the rectum and rectosigmoid above it, but furthermore the mechanical difficulties may make its removal with high division of the mesorectum impossible. Fixity of the growth and infiltration of other structures, especially when the mesorectum is short, also make adequate extirpation from below difficult. The length of bowel removed is relatively unimportant in the absence of submucous spread; it is the high division of the mesorectum that really matters. For these additional reasons, it was found that a further one-sixth of the cases required a combined excision. Therefore, no less than two-thirds of these ano-rectal neoplasms needed treatment by combined excision.
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Perineal excision was considered adequate in the remaining third. These growths wereeither small or of moderate size with little or no fixity. There was no evidence of submucous spread and glandular lymphatic deposits were absent in all but a few and then were only slight and limited to the region of the primary growth.
Two-thirds of the malignant neoplasms under review would have brought disappointment to the surgeon who favours perineal excision, whereas he who performs combined excision whenever possible for low-lying rectal carcinomata would seldom regret his choice.
I am grateful to my colleagues at St. Mark's Hospital for their help and for the opportunity to review our more recent cases.
The Surgical Complications of Amebic Dysentery
By K. L. JAMES, M.S., F.R.C.S.
THE following is an account of my experience of treating surgical complications of amcebic dysentery over a period of three years' service in military hospitals in India. Out of a large intake of cases only a small percentage needed to be transferred to the surgical side.
For a surgeon working in tropical climates the most difficult and anxious problem was the differential diagnosis clinically between acute appendicitis and amcebic infection of the coecum. It is, however, a most important decision and the same problem is bound to arise in this country following the return of Service personnel from the theatres of war where dysentery is endemic.
The local physical signs in an established case are not very helpful, but Philip Hawe states that early in amoebic infection of the caecum the local signs in the right iliac fossa are already present and predominate over the generalized signs of toxiemia whereas in early acute appendicitis the general signs and referred pains eclipse any physical signs in the right iliac fossa. I regard this as a shrewd observation, and likely to prove helpful when cases are seen early.
Typical cases of acute appendicitis do occur in dysenteric subjects who may still show amoebic cysts if the stools are examined. These are suitable cases for operation and cause no difficulty; nor at the other end of the scale do those patients who are not really suggestive of appendicitis and show entamoebx in the stools. These must receive medical treatment only. Again, a localized abscess in the right iliac fossa gives rise to no problem since the indication is always for drainage only and there is no question of removing the appendix.
There remain the many difficult cases, and I, personally, place reliance on the following. points:
(1) The initial pain of appendicitis is either epigastric or diffuse around the umbilicus; that of amoebiasis of the caecum is in the right iliac fossa or across the lower part of the abdomen.
(2) Amoebiasis must occur in a previously infected patient and therefore in a patient whose health is below par. Appendicitis, on the other hand, tends to attack a previously healthy subject. Again the history of similar attacks occurring prior to overseas service would rather point to the appendix.
(3) In amoebiasis I found that the tongue was frequently furred in patches and glazed red in other areas, whereas in appendicitis it is uniformly dirty.
My surgical specialists and I all made mistakes and in the early days three soldiers had an appendicectomy performed when the lesion was really amoebic infection of the czecum. The first progressed satisfactorily with medical treatment. The second died of diffuse faecal peritonitis and the third had the good fortune to form a faecal fistula in the wound from which the contents of the cecum discharged for eight months.
The truth of the matter is that the amoebic caccum will not tolerate a purse-string suture nor will the base of such an appendix hold a ligature safely.
After these experiences I instituted in my hospitals the following procedure when a doubtful case of this nature was opened up:
Employing the minimum and most gentle handling of the bowel the surgeon should determine whether the condition of the cecum was secondary to that of the appendix or whether it seemed that both the caecum and the appendix were involved in the same simultaneous pathological process. This decision does not create much difficulty tor the previous experience of acute appendicitis teaches the surgeon to assess the condition of the coecum which is compatible with that diagnosis. This finding is obviously not an absolute one for Manson-Bahr has recorded two cases of solitary amoebic ulcer of the rectum within reach of the finger. Amoebic ulceration is frequently to be seen through a proctoscope but in such cases there is no difficulty in finding the entamcebae in the stools and the proctoscopy is of academic interest only. I did not find that these low amoebic ulcers tended to persist. Therefore in spite of the fact that four of my stricture cases were stated to have had amoebic dysentery I am of the opinion that where a rectal stricture is attributable to dysentery it is the result ofbacillary infection and it cannot be expected to respond to any specific therapy.
In my cases of anioebic dvsentery two, localized narrowings of the colon occutrred. One was due to an amoebic granuloma, and the other to pericolitis with abscess formation.
It is clear that in either condition healing might progress to infiltration of the bowel wall with subsequent stenosis or stricture.
There now remains for comment the conditions of amoebic hepatitis and ameebic abscess and there is no clear demarcation between the two. For this reason the initial treatment is by emetine. The response is dramatic and in the majority of cases clinical recovery is complete. It is not generally agreed whether these successes include any true liver abscesses. Personally I think they do, for I have seen many cases showing all the signs of abscess formation including that of "cupping" or "tenting" of the diaphragm, but which have responded within twelve days to the emetine injections. I believe that the absorption of pus may take place if the following criteria are fulfilled: (1) The abscess is small (less than 4 oz. of pus). (2) It is situated posteriorly in the right lobe of the liver. In brief the treatment of hepatic amcohiasis is by medical means. Aspiration is reserved for cases in which the general condition deteriorates during the injections and those which fail to respond to the full course. Open drainage is undertaken for abscesses which recur after repeated aspiration.
Where the site could be determined by X-ray, local tenderness or bulging of the chest wall, posterior abscesses were aspirated directly over the swelling. Purely exploratory puncture was performed systematically through' the lowest three intercostal spaces which
Proceedings of the Royal Society of Medicine 24 are to be found in the anterior axillary line. In each interspace the needle is inserted in three directions at right angles to the long axis of the body to a depth not exceeding 4 in. It is essential always to use a wide-bored needle (such as is found in the Potain set) if it is hoped to withdraw amoebic pus. Anteriorly aspiration is safe only through the costo-xiphisternal angle.
Open drainage of posterior abscesses was by rib resection with obliteration of the pleural cavity by suture. Anterior abscesses are drained through a high epigastric incision. If the level of the peritoneal reflection has been lowered by the downward enlargement of the liver a tube can be inserted at once. But if drainage is to be transperitoneal then the liver must be stitched to the parietal peritoneum.
It is well known that rupture of a liver abscess into a bronchus is frequently followed by cure but this method of drainage is uncertain and undesirable. It is not too late to aspirate or drain the liver even when the coughing up of blood-stained sputum heralds an imminent rupture.
When an amoebic abscess ruptures into the general peritoneal cavity it is sufficient to insert a suprapubic drain into the pelvis; apparently the slimy amoebic pus does not stimulate the formation of adhesions. Both my cases recovered following this procedure and neither gave rise to any anxiety.
Rupture into the pleural cavity is less fortunate probably for two reasons:
(1) The displacement of the mediastinum. (2) The tendency to diagnose pneumonia with a suspected effusion. The usual chest aspirating needle is not wide enough to withdraw amcebic pus and therefore the true state of affairs is not recognized.
Finally I was greatly impressed by the extreme wasting that occurred in cases of liver abscess. This does not mean a bad prognosis, for however emaciated the patient, his outlook is still hopeful if his abscesses are drained, provided that sufficient liver tissue is left to carry on during the recovery period, and this I find is usually so.
Air Commodore T. C. Morton: In a recent series of over a thousand cases of dysentery invalided from the tropics, there were ten cases of amoebic liver abscess; spontaneous rupture into the peritoneum occurred in two cases, both of the left lobe of the liver, and in neither case had amoebiasis been suspected prior to laparotomy.
The importance of giving a case of amcebic hepatitis or liver abscess a full course of E.B.I. or some other potent "gut-sterilizing" amnoebicide, as a follow-up in convalescence, cannot be too strongly emphasized, as otherwise reinfection from the gut of a previously damaged liver is only too probable. Emetine hydrochloride by needle alone will only cure some 7 % of cases of colonic infection. I have seen two cases in the last two years where neglect of this precaution led to a reinfection of the liver, in one case with fatal results, as the second abscess ruptured into a bronchus and eventually a brain abscess developed.
Amoebic stricture of the rectum was only seen in one case for which a colostomy had been carried out in India; the case sheets described a large gangrenous slotugh of the rectum being passed per anum during the routine treatment of the case for amoebiasis. Active
Entamcebx hzstolytica were reported to have been found on two separate occasions in India and they were found again on his return to the U.K., both from the colostomy opening, and again in biopsy material obtained from the site of the stricture. The probable explanation in this case is that secondary bacterial infection, with a virulent organism, occurred at the site of an amoebic ulcer, leading to an intense localized inflammation which culminated in gangrene. I entirely agree with Sir Philip Manson-Bahr, that a rectal stricture due to Entamceb-,% histolytia per se is almost unknown. In four cases of amoebic granuloma (amoeboma) of the rectum in which, prior to treatment, it was impossible to attempt to pass a sigmoidoscope beyond the granuloma, complete resolutinn without diminution of the lumen followed specific emetine and penicillin therapy.
The return of thousands of Service personnel from the tropics to civil life will provide the surgeon with the additional task of excluding amoebiasis in everv cave of abdominal disorder, and even in haemorrhoids and anal fistuLe. In doubtful cases I would make a plea for routine sigmoidoscopy in those cases in which the stools are negative for Entamwbex histolytica cysts, as in 80% of cases of amoebiasis the characteristic crateriform pitting wl11 be fournd (see Cropper, C. F. J. (1945) . Sigmoidoscopv in Amoebic Dysentery, Lancet (ii), 460). I have seen an amoebic hepatitis develop following an operation for a proved adenocarcinoma of the colon. On the other hand, six cases of adenocarcinoma of the colon in this series were treated for amnebic dvsentery. In two of these the growth was in reach of the examining finger. There is, therefore, a reverse side to the medal and a dual patholozv must alwavs be considered in cases of suspected amoebic granuloma refractory to treatment.
Mr. Michael Smyth, M.Ch., read a paper on "Confusion of Amoeboma with Carcinoma", see Lancet. 1946 (ii) . 376.
